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Abstract
Aim: It is increasingly important for mental healthcare providers and researchers to reliably assess client change, particularly with common
presenting problems such as anxiety. The current study addresses this need by establishing a Reliable Change Index of 6 points for the
GAD-7.
Method: Sample size included 116 online community participants using Amazon’s Mechanical Turk (MTurk) and archival data for 332
clinical participants. Participants completed measures of the GAD-7 and the MDI in 2 rounds. Using previously established cutoff scores
and Jacobson and Truax’s (1991) method, we establish a Reliable Change Index which, when applied to 2 administrations of the GAD-7,
indicates if a client has experienced meaningful change.
Results: For the GAD-7, the mean score for the clinical sample was 10.57. For the community sample at Time 1, the mean score was
4.14. A Pearson’s correlation was computed to assess the 14-28-day test-retest reliability of the GAD-7, r(110) = .87, indicating good test-
retest reliability.
Conclusion: Using the RCI equation, this resulted in an RCI of 5.59. For practical use the RCI would be rounded to 6.
Keywords: reliable change index, clinical significance, clinically meaningful change, anxiety, GAD-7
Resumo
Objetivo: É de extrema importância que os profissionais de saúde mental e investigadores consigam avaliar de forma fidedigna a
mudança do cliente, especialmente no que diz respeito a problemas comuns como é o caso da ansiedade. O presente estudo aborda esta
necessidade estabelecendo um Índice de Mudança Confiável de 6 pontos para o GAD-7.
Método: A amostra incluiu 116 participantes de uma comunidade online utilizando a Amazon’s Mechanical Turk (MTurk) juntamente com
dados de arquivo de 332 participantes clínicos. Os participantes completaram os instrumentos de avaliação GAD-7 e MDI em 2 momentos.
Utilizando scores de cutoff previamente estabelecidos e o método de Jacobson e Truax’s (1991), foi estabelecido o Índice de Mudança
Confiável (RCI) que, quando aplicado a dois administradores do GAD-7 indica se um cliente experienciou uma mudança significativa.
Resultados: Para o GAD-7, o mean score para a amostra clínica foi de 10.57. Relativamennte à amostra comunitária no primeiro
momento, o mean score foi de 4.14. Foi utilizada a correlação de Pearson para avaliar a fiabilidade teste-reteste de 14-28 dias do GAD-7,
r(110) = .87, indicando uma fiabilidade de teste-reteste boa.
Conclusão: Utilizando a equação RCI, o resultado diz respeito a um RCI de 5.59. Para que exista uma utilização prática, é necessário
que o RCI seja próximo de 6.
Palavras-Chave: índice de mudança confiável, significância clínica, mudança clinicamente significativa ansiedade, GAD-7
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It is important to both clinicians and researchers to measure the effectiveness of mental health treatment.
The community in which they serve benefits from solid research and effective implementation of findings.
Furthermore, third party payers, such as insurance companies, are also invested in quantifiably measuring
client change as a result of mental health interventions. Focus on appropriate mental health measurements is
increasing as knowledge and services are expanding all over the world (e.g. instruments being translated and
validated in multiple languages; Carvalho, Marques, Ferreira, & Lima, 2016; Dias, Silva, Maroco, & Campos,
2015).
One method of measuring the effects of treatment is to administer questionnaires to clients to first assess their
baseline state on some construct, and then to re-administer the questionnaire at a later time point to ascertain
if there has been any change. Many instruments have been validated through assessment of its psychometric
properties (Losoi et al., 2013; Marques et al., 2013; Pimenta, Leal, & Maroco, 2012) and comparison with
other established measurements (Barry, Folkard, & Ayliffe, 2014). One common construct of interest to clients,
clinicians, and third parties is anxiety, which is one of the most frequently presented problems that clients
report when they seek therapy (Heafner, Silva, Tambling, & Anderson, 2016). Not only is anxiety a common
presenting problem, it is a risk factor for a variety of physical ailments including cardiovascular disease (Player
& Peterson, 2011), one of the costliest public health concerns. Furthermore, anxiety can occur and has been
measured in a variety of settings (e.g. at the dentist; Campos, Presoto, Martins, Domingos, & Maroco, 2013).
In the mental health field, the presence and severity of anxiety symptoms are frequently measured by the
Generalized Anxiety Disorder-7 scale (GAD-7; Spitzer, Kroenke, Williams, & Löwe, 2006). This is a self-report
questionnaire designed to screen for severity of symptoms associated with generalized anxiety disorder (Rutter
& Brown, 2017). The GAD-7 correlates highly with other measures of anxiety and it is also used in detecting
the presence of many specific anxiety disorders. The GAD-7 was developed as a brief, self-report measure
of anxiety, through assessment of symptoms of anxiety (Spitzer et al., 2006). For more information regarding
the development, norming, and psychometric testing of the GAD-7, see Spitzer et al. (2006). We conducted a
search on PsychINFO for published peer-reviewed articles that cited the GAD-7 since it was published in 2006.
This yielded a result of 858 citations, or about 86 citations per year. The GAD-7 has been studied and validated
among young adults and the elderly (Stein et al., 2011; Wild et al., 2014), pregnant women (Zhong et al.,
2015), diverse cultures and languages (García-Campayo et al., 2010; Sidik, Arroll, & Goodyear-Smith, 2012),
and a variety of physical and mental health issues in community places, such as hospitals and clinical settings
(Brown, Kroenke, Theobald, Wu, & Tu, 2010; Kroenke, Spitzer, Williams, & Löwe, 2010), demonstrating its
versatility and utility. The measure is available in multiple languages, including, but not limited to: Portuguese
(Moreno et al., 2016), Spanish (García-Campayo et al., 2010), Chinese (Tong, An, McGonigal, Park, & Zhou,
2016), German (Löwe et al., 2008), and Turkish (Konkan, Şenormancı, Güçlü, Aydin, & Sungur, 2013). Addi-
tionally, it has remained popular in comparison to other well-known tests of anxiety and is often considered the
superior instrument (Dear et al., 2011; Ruiz et al., 2011; Williams, 2014). Furthermore, a recent study found
that the GAD-7 was invariant across men and women (Rutter & Brown, 2017), indicating its usefulness across
gender groups.
Research on the effectiveness of treatments that target anxiety generally utilize a pre/post-test design which
can indicate statistically significant differences between a clinical sample at two time points. When large sample
sizes are available, tests of statistical significance are often used in mental health research to evaluate whether
or not treatments are associated with client change. Statistical significance measures how likely any differences
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in outcome between treatment and control groups are real and not due to chance (Leung, 2001). Even though
this is an indispensable approach to research the effectiveness of treatment, it bears some limitations. For
example, Cohen (1994) demonstrated that given a large enough sample, any difference can be statistically
significant even if it lacks real-world significance. Furthermore, statistical significance does not indicate whether
differences that occur are meaningful. Kendall, Marrs-Garcia, Nath, and Sheldrick (1999) referred to this quality
as the “convincingness of the amount of change linked to treatment” (p. 295; emphasis in original). It is
important to establish that change is meaningful and not due to error in the measurement so that clinicians,
researchers, and clients themselves can objectively corroborate the subjective experiences of change that
occur within clinical treatments.
To assess whether or not changes are meaningful, clinicians are beginning to evaluate results with an eye for
clinical significance (Kazdin, 1999). Clinical significance measures how large treatment effects are in clinical
practice (Leung, 2001). Whereas the methods described above are useful for research purposes with large
sample sizes, it is equally important for clinicians to have a useful tool that they can use to evaluate change
on an individual, client-by-client basis. Establishing clinical significance (i.e. that a change within an individual
client from Time 1 to Time 2 is real and not due to chance) is important for clinicians who want to determine and
demonstrate quantitatively measurable change. Clients may also benefit from such knowledge. For example,
two studies have shown that clients who received information regarding their measurement results reported
higher levels of self-esteem and hope, and reported fewer symptoms compared to those who did not receive
such information (Finn & Tonsager, 1992; Newman & Greenway, 1997). Kazdin (1999) also suggested clinical
significance is important at the societal level, particularly in regard to issues of managed care, reimbursement,
and accountability. Thus, understanding and establishing clinical significance of widely used measures may be
beneficial at multiple levels of the mental healthcare system.
There are various methods for establishing meaningful clinical change (Bauer, Lambert, & Nielsen, 2004; Ferrer
& Pardo, 2014; Wise, 2004). Jacobson and Truax (1991) developed what is perhaps the preferred method
(Ferrer & Pardo, 2014; Wise, 2004). This involves establishing a reliable change index (RCI), which is a
minimum difference between a Time 1 score and Time 2 score. This method requires that two conditions must
be met in order to establish this type of change. The first criterion for doing so according to their method is
the cutoff score, which refers to the lowest or highest possible score for an individual to call within a particular
category. Any changes in score must move across the cutoff score, for example going from moderate to severe
anxiety, in order to be considered meaningful or clinically significant change. For this study, established cutoff
off scores will be used. Cutoff scores will be further described in the Method section below.
The second criterion is determining that the change is statistically reliable (Jacobson & Truax, 1991). Classical
test theory holds that an observed score on a measure is a combination of the true score and measurement
error. In order to establish confidence that changes in scores across time that represent real changes in an
individual’s anxiety and are not due to measurement error, a reliable change index (RCI) must be established.
The RCI helps establish that the change is not due to chance or error, but rather to real change. The following
equation represents a reliable change index:
RCI =   x2 − x1Sdiff (1)
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In this equation, x2 − x1 represents an individual’s change between administrations of the instrument, Sdiff the
standard error (SE) of the difference between the two scores, is defined in the following equations:
Sdiff = 2 SE 2 (2)SE = s1 1 − rxx (3)
Sdiff accounts for the variation in reliability of the test instrument, and represents the standard deviation of the
clinical population at intake (s1) and the test-retest reliability (rxx) of the instrument in a non-clinical sample.
In order to solve for the formulas, it is necessary to collect data from two different samples. One is a clinical
sample (in order to calculate the standard deviation for a clinical population) and the other is a community
sample (in order to establish test-retest reliability in a non-clinical population). One previous study has found
an RCI of the GAD-7 (Gyani, Shafran, Layard, & Clark, 2013), but the measure of reliability these researchers
used was Cronbach’s alpha rather than the test-retest reliability. Using the test-retest reliability provides a more
accurate indicator of the instrument’s reliability over time than the alpha, which has been shown to provide an
overestimate of reliability and therefore an unacceptable rate of false positives (Ferrer & Pardo, 2014).
The purpose of this study is to provide clinicians and researchers with information to determine whether clients
have made clinically significant change in anxiety as measured by the GAD-7. Using previously established
cutoff scores and Jacobson and Truax’s (1991) method, we will establish a Reliable Change Index which,
when applied to two administrations of the GAD-7, will indicate if a client has experienced meaningful change.
The current research is modeled after a previous paper which established the Reliable Change Index for the
Revised Dyadic Adjustment Scale (Anderson et al., 2014).
Method
Clinical Sample
All study procedures were approved by the [redacted] Institutional Review Board, and informed consent was
obtained from all individual participants included in the study. This study utilized archival data from clients seen
for at least one therapy session at a university clinic in the Northeastern United States between 2008 and 2012.
A total of 829 cases began therapy from March 2010 to September 2014. Clients were included in the study if
they scored lower than the cutoff of 25 (i.e. in the “distressed” range) on a measure of general functioning, the
Outcome Rating Scale (ORS; Miller, Duncan, Brown, Sparks, & Claud, 2003). This left 354 cases remaining.
This criterion was chosen to only include clients who are experiencing clinical levels of distress. Data are
present from 332 individuals after using listwise deletion to remove 22 cases that did not fully complete the
GAD-7. Of the 22 deleted cases, 13 were missing all items, one was missing five items, three were missing two
items, and five were missing one item. Listwise deletion was chosen because variance, which is a critical input
value for this study, and would be inflated if cases with missing values were included or imputed.
The average age of participants was 25.79 (SD = 9.8) with a range from 18 to 78. Participants were 68.7%
female and were 72.9% White, 5.4% Asian, 5.1% Latino/a, 2.7% Black, and 4.5% in other racial categories,
with 6.9% preferring not to answer. Most clients had at least a high school education (98%), and of those
29.6% had a Bachelor’s degree or higher. There was a wide distribution of income groups. About 21% (20.8) of
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clients had a household income of less than $20,000 per year; 24% fell between $20,000 per year and $70,000
per year; 18.7% had an income of greater than $70,000 per year; 32.8% either did not know their household
income or preferred not to answer. Around 76% of clients were admitted for individual therapy; 16.3% for
couples therapy; 4.2% for family therapy; and 3% for high-conflict co-parenting treatment.
Community Sample
A sample was drawn from the general population in order to determine test-retest reliability of the GAD-7.
A non-clinical sample must be drawn in order to test this property because presumably clients would be
undergoing change while receiving therapy, which would impact test-retest reliability scores. Participants were
recruited through Amazon Mechanical Turk (MTurk). MTurk is an online market where tasks (in this case
a survey) are posted for respondents to complete for a specified rate. Typical tasks may include choosing
between potential photographs for an advertisement, writing product descriptions, or filling out surveys and
pay rates generally range from $5 to $7 an hour for survey work. The site is hosted by Amazon.com and all
respondents have an Amazon account through which all transactions are handled. As such, each respondent is
completely anonymous to the researcher who posts the “job”.
MTurk workers interested in participating viewed the job description, which included the exclusion criteria that
participants must be at least 18 years old, currently residing in the United States, and not currently seeing a
therapist. This final criterion was selected to capture an estimated test-retest reliability as precise as possible.
In order to further determine if this sample was distinct from the clinical sample in terms of mental health
distress, we also assessed these participants’ level of depression using the Major Depression Inventory (MDI;
Olsen, Jensen, Noerholm, Martiny, & Bech, 2003).
Of the 370 people to view the information page at the beginning of the survey, 173 participants completed the
survey. Participants entered their MTurk Worker ID, which is a unique identifying number, so that their Time
2 survey could be matched to their Time 1 survey. The researchers contacted the participants via MTurk at
two, three, and four weeks following the first survey to instruct them to complete the second one. Of the 173
participants who completed the GAD-7 during the first survey, 116 participants returned and completed the
Time 2 survey. On average, participants filled out the Time 2 survey after 15.8 days (SD = 3.06). A final sample
of 111 remained after listwise deletion. Of those deleted, all five had only one item missing.
Participants were 47.7% female and were 79% White, 9% Asian, 5.4% Black, 1.8% multiracial, and 4.5% in
other racial categories. The average age of participants was 42.7 (SD = 14.1) with a range from 21 to 87. All
participants but one had at least a high school education, with 58.5% having a Bachelor’s degree or higher.
There was a wide distribution of income groups. Approximately 16% (16.2) of respondents had a household
income of less than $20,000 per year; 55.8% fell between $20,000 per year and $70,000 per year; 27.9% had
an income of greater than $70,000 per year.
Measures
Generalized Anxiety Disorder-7 Scale (GAD-7)
The GAD-7 is a seven-item self-report measure of the severity of the symptoms of generalized anxiety disorder
(Spitzer et al., 2006). Instructions ask: “Over the last 2 weeks, how often have you been bothered by the
following problems?”. Example items include: “Feeling nervous, anxious, or on edge” and “Being so restless
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that it's hard to sit still.” Respondents answer on a 0 to 3 scale from “Not at all” to “Nearly every day”. Scores
range from 0 to 21 with higher scores indicating greater levels of anxiety. Scores of 0 to 4 indicate minimal
anxiety; 5 to 9 mild anxiety; 10 to 14 moderate anxiety; and 15 to 21 severe anxiety. In other words, the scores
of 5, 10, and 15 are the cutoff scores for mild, moderate, and severe anxiety, respectively (Spitzer et al., 2006).
The scale has been found to have good internal reliability (Cronbach’s alpha = .90; Spitzer et al., 2006). For the
present study, alpha scores were also good (.89 for clinical sample; .94 for community sample at Time 1; .94 for
community sample at Time 2).
Major Depression Inventory (MDI)
The MDI is a 10-item self-report measure of the level and severity of depression (Olsen et al., 2003). Instruc-
tions provide the prompt, “How much of the time…” and respondents answer on a 0 to 5 scale from “At no
time” to “All the time”. Example items include “Have you lost interest in your daily activities?” and “Have you
felt that life wasn’t worth living?”. Possible scores range from 0 to 50, with higher scores indicating greater
depression. Scores from 20-24 indicate mild depression; 25-29 indicate moderate depression; and 30-50
indicate severe depression. This leads to cutoff scores of 20, 25, and 30 for mild, moderate, and severe
depression, respectively (Cuijpers, Dekker, Noteboom, Smits, & Peen, 2007). This scale has been found to
have good internal reliability (Cronbach’s alpha = .90; Olsen et al., 2003). For the present study, alpha scores
were also good (.87 for clinical sample; .95 for community sample at Time 1; .95 for community sample at Time
2).
Results
For the GAD-7, the mean score for the clinical sample was 10.57 (range from 0 to 21, SD = 5.6). For the
community sample at Time 1, the mean score was 4.14 (range from 0 to 21, SD = 4.96). For the MDI, the
mean score for the clinical sample was 23.71 (range from 0 to 50, SD = 10.28). For the community sample
at Time 1, the mean score was 10.07 (range from 0 to 46, SD = 11.53). As to be expected, mean scores
were lower for the community sample on both measures and are in the lowest category of distress. These
sample characteristics lend confidence to our assumption that the community sample is indeed “nonclinical”.
The means and standard deviations for both the clinical and community samples (at Time 1) are represented in
Table 1.
A Pearson’s correlation was computed to assess the 14-28-day test-retest reliability of the GAD-7, r(110) = .87,
indicating good test-retest reliability. Jacobson and Truax’s (1991) method for determining reliable change was
used to determine the amount of change in score from pretest to posttest that would be statistically significant
at the p = .05 level for the GAD-7. We used the community sample’s test-retest reliability estimate (rxx = .87), as
well as the standard deviation of the clinical sample at intake (s1 = 5.60) as inputs for Equation 3. These values
are presented in Table 1 below. Solving for Equation 3 resulted in a value of 2.02, which we used as the SE
value in Equation 2. Solving for Equation 2 resulted in an Sdiff for our sample of 2.85. Finally, we used this Sdiff
value in Equation 1 to solve for a level of change that would yield a significant value (i.e., 1.96). This resulted in
an RCI of 5.59. For practical use the RCI would be rounded to 6.
Bischoff, Anderson, Heafner, & Tambling 181
Psychology, Community & Health
2020, Vol. 8(1), 176–187
https://doi.org/10.5964/pch.v8i1.309
Table 1
Means, Standard Deviations, Cutoff, and RCI of the GAD-7
Instrument
Clinical Sample Community Sample
Cut-off RCIM SD N M SD N
GAD-7 14.6 3.43 375 4.09 4.93 111 10 6
Discussion
When evaluating client change it is important to be able to determine that measured change is real and not
due to measurement error. Further, it is important to determine if change in single cases is clinically significant.
To accomplish these goals, it is necessary to know how much change in score on a given instrument is a
reliable change. This study established a reliable change index for a commonly used measure of anxiety. The
Jacobson and Truax (1991) method was followed, with the RCI calculated using the means and standard
deviations of both a clinical and community sample. Results indicated that an individual whose score on the
GAD-7 moves across the cutoff of 10 and changes by six or more points from the first to the most recent
administration can be classified as experiencing clinically significant change. Changes of at least six points
that do not cross a cutoff can still be classified as either reliable improvement or deterioration (depending
on the direction); however, they are not considered clinically significant if the client does not cross over from
one severity classification to another. This finding is important because it offers a way in which clinicians and
researchers can judge the importance of changes in scores on the GAD-7.
Limitations
Though this study seeks to establish a standardized reliable change index, it should be noted that multiple
choices impact the findings. First, the time frame that is selected for the test-retest reliability affects the RCI,
because any variation in this result impacts the test-retest reliability estimate. For this study, a two-to-four-week
time period was given for participants to complete the retest. This time frame was chosen to reflect the common
interval between administrations of the GAD-7 in routine clinical practice. Though participants completed the
second survey an average of 15.8 days after the first survey, the variability in the exact time frame in which
the retest was completed and the selection of this particular frame impacts the test-retest reliability results.
For example, the lower the test-retest reliability correlation, the less precise the measure is across time.
Subsequently, the RCI would increase.
The unique composition of the clinical sample also impacted results, and features of the sample should be
taken into consideration when interpreting results. Participant clients were seen for a minimum of one session
at a university clinic. The sample represents clients with a variety of presenting problems, participating in
different treatment modalities, including individual, couple, and family therapy, in a treatment-as-usual condition.
While this diversity in the sample increases the external validity of the results of this research, the variability
in sample also inflates the standard deviation of the GAD-7, which in turn influences the RCI. In order to
preserve the variability in presenting problems and treatment modalities while minimizing the effect on standard
deviation, we limited the clinical sample to those individuals who scored in the distressed range on a measure
of general functioning. Given the target population for the measure is distressed individuals in a clinical setting,
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we believe this was a warranted inclusion criterion. In sum, while efforts were undertaken to minimize threats to
the reliability of the RCI, the sample diversity was maintained in an effort to enhance external validity.
We compare our results to those of Gyani et al. (2013), who found a cutoff score for the GAD-7 of 3.53 by
using an estimate of internal consistency rather than test-retest reliability (α = .90 compared to our rxx = .87)
and a standard deviation of a clinical sample that included only clients who scored above a cutoff for either
anxiety or depression (SD = 4.41 compared to our SD = 5.6). Whereas both estimates of variability (i.e. the
reliability of the measure and the standard deviation) impact the reliable change index, it may be that concerns
about overestimating reliability by using a measure of internal consistency rather than the test-retest reliability
may be less warranted than previously thought (Ferrer & Pardo, 2014). On the other hand, a future direction
for research may be to more closely examine the impact of selection criteria for clinical samples when they are
used to calculate an RCI.
Another limitation of this study concerns the generalizability of the findings. As the clients in the clinical sample
were drawn from a university training facility, clients who seek services at this type of facility may differ from
those who seek services as community-based agencies or private practices. Additionally, sampling persons
on MTurk versus other potential community members could prove to be a limitation to this study as MTurk
may attract a sample that is not representative of the overall population. The two samples are different in
several ways, including age, education, income level, and therapy involvement. Sample respondents also
provided data via two different mechanisms. While not anticipated to be statistically relevant, it is possible that
differences in sample in some way impacted results. Furthemore, both the clinical and community samples
were predominantly White. We recognize that the samples used in this study may limit the generalizability of
the findings.
The researchers attempted to obtain a clinical sample that was as close to a 'treatment as usual' condition
as possible. Respondents represent a variety of treatment modalities, presenting problems, and personal
demographic conditions. While this strategy increased external validity by more closely matching conditions in
community clinics, there were threats to internal validity posed by the heterogeneous nature of the sample.
Further study is needed, with both homogeneous and heterogeneous samples, to establish the stability of the
RCI.
Finally, it must be noted that the method we chose for establishing clinically significant change (Jacobson &
Truax, 1991) itself is not 100% reliable. Despite offering an acceptably low rate of false positives (Ferrer &
Pardo, 2014), individual change scores on the GAD-7 should still be interpreted with caution and involve taking
clinical expertise and client self-report into account (Bornstein, 2017; Kazdin, 1999).
Implications
The GAD-7 is a widely used assessment that is used to establish diagnoses during the intake process. The
establishment of a reliable change index broadens the utility of this measure so that it can be reliably used
over time. Cutoff scores and reliable change indices are helpful to clinicians who want to examine their client’s
progress in a manner that is in accordance with results-based accountability standards. These standards are
useful to clinicians who want to establish the effectiveness of their treatment with various clients. Clinicians
could anchor these findings in their practice by administering the GAD-7 at regular intervals and monitoring
any changes. Administering measures repeatedly like this typically would come at a high cost to practicing
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clinicians, as instruments cost money and/or may be difficult to obtain. However, the GAD-7 is free and easily
accessible online. By using the RCI with the GAD-7, clinicians have an empirically supported measurement to
assess client progress, improve treatment process, satisfy the demands of managed care, and thereby receive
approval for continuing treatment.
The standards are also useful to researchers who want to explore effectiveness across models or conditions of
clinical treatment. Though there are many ways to measure client change, reliable change indices can provide
a degree of confidence that the reported change is not due to error in the instrument. Researchers could
also anchor the current findings in their work by testing associations between clinically significant change and
aspects of therapy that purport to create change. Furthermore, previous findings from research that used the
GAD-7 could be enhanced, corrected, or re-verified by implementing use of the RCI developed by this study.
This study also adds strength to and promotes the need for establishing RCIs for other mental health and
relationship assessment devices.
Finally, it is our ultimate aim that clients and the community will benefit the most from the establishment of
reliable change indices. First, clients can benefit directly by understanding that a measurement tool validates
their degree of change. It can also empower them to continue progressing towards a healthier self. They also
benefit indirectly through the clinicians that are able to provide better services to them. Implementation of a
measurement that indicates whether or not meaningful change has occurred may more quickly improve client
problems. This type of care will likely lead to positive feelings among clients that can then lead to more healthy
behaviours and productivity in their community. Furthermore, if a community of health workers (e.g. physicians,
therapists, psychiatrists, etc.) have similar understanding of and utilize the meaningful change for the GAD-7
then greater collaborative treatment can occur, providing clients the best possible outcome.
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